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Relationships in pain: The experience of relationships to people living with chronic pain
in rural areas
The aim of the study was to develop new understanding of the lived experience of relationships for rural people living with
chronic pain. Rural residents have greater difficulty accessing health services and providers. This is especially important to
those living with chronic pain who often find themselves isolated from professionals who could potentially offer support.
A phenomenological study with seven participants who had experienced chronic non-malignant pain for 2–29 years
(Mean = 13) was recruited via a number of approaches and data analyzed using van Manen’s framework. The themes that
emerged from the analysis were as follows: pain as silence; privacy as a way of protection; no place out here to get support;
and dealing with health-care professionals who do not understand. Lack of specialist services and support in rural areas
means people with chronic pain are placed in even more vulnerable situations. Nurses remain at the forefront of service
delivery in rural areas; hence, their role in management of people with chronic pain is vital in supporting them to maintain
meaningful contact with others, including health professionals.
Key words: chronic pain, nursing, qualitative research, rural.
INTRODUCTION
Chronic pain is pain that lasts continuously or intermit-
tently for a period of 6 months and its cause is often
unknown.1 A complex phenomenon, health-care profes-
sionals are often required to deal with chronic pain on a
daily basis. People who reside in rural areas can have
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greater difficulty accessing health services and health pro-
viders. This is especially important to those living with
chronic pain who find themselves isolated from the
services and the professionals who could potentially
offer them support. Relationships with partners, family
members, the community and health providers are para-
mount to these people who can struggle to manage their
activities of daily living. Yet the personal experience of
chronic pain has received relatively little attention to date,
and the impact of chronic pain on people who reside in
rural areas is largely absent in the literature.
In Australia, rural and remote communities are
extremely diverse and constitute heterogeneity of demo-
graphic and economic bases. The population’s age,
gender, ethnic/cultural background, occupation, socio-
economic status and communities’ social/economic
structures, health and education facilities and size vary
greatly. To discuss such a diverse population, a definition
of the term ‘rural’ is required. However, the term has
many definitions and can be difficult to define. For the
purpose of this study, the Accessibility/Remoteness Index
for Australia (ARIA) was used to determine rurality.2 The
ARIA scale was developed as a measure of remoteness and
the scale ranges from 0 to 15; the higher the score, the
more remote from services. Participants included in the
study had an ARIA score of five or greater. This meant
that most of the participants lived a minimum of 500 km
from the nearest specialist services, had restricted access
to goods and services and had reduced opportunities for
social interaction.3
This study was undertaken as the impact of chronic pain
on interpersonal relationships is still relatively unknown,
especially in relation to people in rural areas. The goal was
to provide a means for the development of strategies that
might be used in the future to better support people with
chronic pain who reside in a rural location.
BACKGROUND
Australians living in rural and remote areas experience
different health status than their urban compatriots with
both morbidity and mortality being higher.3–7 Compared
with cities, the life expectancy of people in regional areas
is 1–2 years lower and up to 7 years lower in remote
areas. Furthermore, people living in regional and remote
areas are more likely to report asthma, arthritis and bron-
chitis.3 This difference in health status is attributed to
geographical distance from services and a relative lack of
health-care personnel and resources.8 People living with
chronic pain in rural areas are often denied access to
necessary health and support services, which makes living
with their condition more difficult. Estimates of the
numbers of people living with chronic pain in developed
countries vary according to the definitions of chronic pain
used and the methods used to obtain the statistics,
although the incidence of chronic pain is fairly stable in
developed nations at between 15 and 25% of the commu-
nity.9 Underreporting of chronic pain states is suspected
because some studies indicate that the magnitude of the
problem is greater than reported.10 Not only are mon-
etary and societal costs attributable to chronic pain, but
the personal costs are also high. People lose self-esteem,
their body image changes, there is an alteration in per-
sonal relationships and family roles, and there is a loss of
trust in the health-care system.11
The family forms the immediate context for the person
living with chronic pain, and familial interactions can
assist or hinder the person in adjusting to the pain expe-
rience. Smith and Friedemann found that the impact of
chronic pain on family relationships led to emotional dis-
tress, distancing from family members, inability to share
difficult feelings, intense mutual involvement with family
and identification with others’ problems, and family iso-
lation from the community.12 Family dynamics are thus
altered by the experience of chronic pain. Given the rela-
tive isolation of rural dwellers from health services where
support would normally be found for people living with
chronic pain and because little is currently known about
the relationships of rural dwellers experiencing chronic
pain, the current study was conceived.
METHOD
A qualitative, phenomenological study was chosen as the
most suitable method to explore the experience of rela-
tionships for people living with chronic pain in rural areas.
Hermeneutical phenomenology is designed to unveil
otherwise concealed meanings and hence to make the
connection between what is familiar and unfamiliar
in our worlds. It is therefore useful for studying topics
central to humans’ life experience such as the impor-
tance of relationships for people living with chronic
pain in rural communities.13
PARTICIPANTS
A purposive sample was used to achieve the most relevant
participants who could explain the phenomenon of inter-
est.14 Participants for this study were recruited because
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they (i) were homogeneous in the fact that they all lived in
a rural area with an ARIA score of three or greater and
could therefore be expected to illuminate that aspect of
their relationships and the pain experience and (ii) had an
intensity of the experience of interest (chronic pain) and
could therefore be expected to help with the exploration
of what it is like to be in a relationship for people in
chronic pain and living in rural areas. Participants were
recruited via a number of methods such as local media
announcements, word of mouth, introductory letters sent
by general practitioners (GPs) and registered nurse (RN)
referrals from a pain clinic at the nearest regional town.
Seven participants were interviewed and their ages ranged
between 23 and 55, which included three males and four
females. The causes of participants’ pain included fibro-
myalgia, low back pain, arthritis, whiplash injury and
trauma from an accident.
INCLUSION CRITERIA
To be included in the study, the participants had to meet
the following criteria:
• Aged over 18 years;
• Have experienced chronic non-malignant pain diag-
nosed by a doctor for more than 2 years;
• Fluent in English;
• Capable of giving informed consent; and
• Reside in a rural town with an ARIA rating greater than
three.
ETHICAL CONSIDERATIONS
Ethical approval was sought and received from the re-
levant University Human Research Ethics Committee.
Participants were provided with information sheets and
were asked to sign consent forms prior to interview. They
were also provided with a telephone number of a coun-
selling service to contact if they were distressed in any
way as a result of the interview. This service was not
required by any participants to our knowledge. Pseu-
donyms were allocated to all participants after the initial
interview and were used in all resulting publications to
help protect the identity of the participant.
INTERVIEWS
A conversational-type interview of ~1 h was organized
with each participant at a convenient place and within a
mutually agreeable time frame. In particular, we used
open-ended conversational-type interviews where the
participants were encouraged to tell their own story with
little prompting from the researcher. This type of infor-
mal interview is likely to reap more from participants than
a more structured approach.13 Initially, demographic
characteristics were sought, including age, residence,
disease process, pain levels and the length of time the pain
had been endured. This was used as an ‘ice-breaker’ to
dispel tension and gain the participant’s confidence. Par-
ticipants were then asked questions such as: Can you tell
me how living with chronic pain has impacted on your
relationships within your family and with others? The
conversations were audiotaped with the participant’s
consent.
ANALYSIS
Data from the study were analyzed using van Manen’s
thematic approach.15 Each verbatim transcription was
read through although listening to the tape to resituate
the researcher into the conversation. The interpretation
process was begun by rereading the transcription and
identifying contradictions between the tone, hesitations
and silences in the material and the words used. Following
this, each line of text was read for meaning, then larger,
meaningful groupings of words were read for central ideas
and meaning. Writing and rewriting then followed an
integral part of van Manen’s and other phenomenological
analytic approaches.15
FINDINGS
The existential essence of relationality illuminated
the experiences of the participants within their
relationships—initially with their significant others, then
with their intimate and close circle of friends and with the
wider circle of friends and neighbours. The essence also
includes the individual’s relationships with health-care
professionals. Four themes emerged: pain as silence,
privacy as a way of protection; no place out here to get
support; and dealing with health-care professionals who
do not understand.
Pain as silence
Although pain was a major aspect of their life, most par-
ticipants described minimizing the extent of their pain,
even when talking to close family members, in order to
avoid upsetting or burdening their significant others. As
Diane said: I don’t tell her (15-year-old daughter) about the
pain. I don’t want her to worry and I don’t want her to then
decide that she won’t do things because she thinks she should be
home looking after me, you know.
480 J Tollefson et al.
© 2011 Blackwell Publishing Asia Pty Ltd
There are several reasons for this silence, and each
bears a relationship to the others. Stoicism, privacy,
autonomy and dignity were intimately bound together to
protect the individual from the outside world. Brigid said:
I don’t want anyone feeling sorry for me and I don’t want anyone
thinking, you know, I’m worse off—It’s something I live with
and I don’t ask other people to live with it, especially friends.
Self-reliance and stoicism is typical of rural people,16 so
it is not surprising that it was evident in participants’
narratives. Stoicism arises from previous experience, cul-
tural mores and religious traditions. The quiet endurance
of adversity and setbacks with courage and grace is a rural
cultural expectation.17 Diane feels that she has to apolo-
gize for her inability to contribute to the various commit-
tees and functions she attends because, as a relatively
young woman of 45, there is an automatic presumption that
you are more able to contribute than older, frailer-looking
members and workers.
Reticence implies a reluctance to speak of the pain.
This is one of the recurring themes from participants, and
it seemed that the worse the pain was, the more reticent
the individual. For instance, Carl told all of his family of
origin that he has this painful condition (by sending them
the brochures the doctor gave him) but downplayed the
magnitude of the pain on a daily basis, answering the
inevitable ‘How are you today?’ with Oh, well enough and
not mentioning the pain specifically. Diane said, You hurt
all the time and you worry it’s going to hurt worse . . . But what
can you do? People don’t want to hear it, they don’t want to know
that you’re more miserable than they are, I think a lot of the
time—you know. It was as if there is a tacit agreement that
pain as a topic of conversation was to be avoided.
Diane has a further perspective on her reluctance to
speak of the pain as she attempts to maintain indepen-
dence: I sort of have the feeling that I want to wait ‘til things get
really bad before I impose on their time any more, you know, like
there’s a sense of not wanting to empty the favour bucket. Asking
for assistance is problematic for most people because in
Australian culture and especially in rural Australia,
rugged, independent individualism is an expected and
valued trait.18 Whereas pain might be silenced in any
person with chronic pain, in rural areas it seems that the
silence on pain might be a way of life that is part of being
a country person. The need to silence the pain therefore
results in guilt within relationships, including with inti-
mate partner and other town folk. There also seems to be
an inability to continue to participate in family, work and
social life, and understanding the effect that this has on
family and friends leads to a sense of guilt. There is guilt at
being unable to assume normal (or previously held) role
responsibilities and especially intimate roles—We don’t
have a sex relationship in the marriage because [of the] pain
(Gary). Social obligations and outings could only be spon-
taneous because of the unpredictability of the intensity or
the constant presence of the pain.
Privacy as a way of protection
Arendt names pain as one of the intimate parts of our lives
and it is thus assigned to our private selves.19 Privacy is
considered very precious as it can keep outsiders from
seeing what goes on in our undisclosed lives and from
browsing in our souls. The intimate and thus private
sphere of our lives is developed through the processes of
learning and adhering to social rules to avoid some sort of
punishment.19 Social rules are pervasive and Diane sug-
gested that . . . Australians I think have a real reticence about
asking personal questions in general. Gary, too, found that
friends were unwilling to approach him, and says that
after he got sick, I avoided them (friends) but there was
avoidance from them too, because they—I was just quiet,
hunched over, obviously in pain.
Choosing to discuss information, feelings and judg-
ments with those we select is a function of privacy. Diane
says that there were a few friends to whom she was willing
to disclose the level of pain she was enduring: Yeah, some
people I would (tell) a lot more to than others. You know some
friends . . . I’ve known for a long time now, I’ll just come right
out and say Look, everything’s hurting today, I’m having a
horizontal day. I’m just going to stay in bed in the electric
blanket. Sorry.
No place out here to get support
Participants also found that family roles changed when
living with chronic pain, and often their role responsibili-
ties (e.g. financial responsibilities, child rearing, and
house and yard work) were shifted onto the closest other,
with that person assuming the altered responsibilities as
well as their own. For example June says her husband
comes home late of a night and then turns around and cooks his
tea and has had to do the shopping when she has a bad day.
Social isolation often resulted when outings were can-
celled because of the pain, and the closest other was reluc-
tant to leave the person living with pain alone, with the
increased levels of pain.
Brigid says, I have no family support but she does have a
significant friend who is her next of kin—no relation—she’s
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my next of kin, she’s on my medic alert card, she’s on my organ
donor card, my will, my burial and my bank, who had become
Brigid’s de facto family. This friend provided comfort and
support for years. Diane has a daughter and her parents
live close. Her parents help out with driving and going to
collect my medication for me (a roundtrip of 5 h). Diane says
I’m fortunate that my parents live nearby so they’re available to
sort of pick up the slack.
Pets were part of the family support system as well.
Brigid, Gary, Leah and June all had dogs as companions.
June had a young dog that was much cherished and she
said, they give you that much bloody support and comfort, they
do. Brigid has a beloved pet, Tippy, who was integral to
her ‘family’, providing companionship and comfort.
Tippy lived with Brigid and accompanied her to town on
the scooter . . . on Sunday, I take my time—we call in and
see a few friends. Moreover, Gary says he went and got a little
dog and she’s just about the best mate at the time . . . so that’s
kept me—oh no, it gave me something to be responsible for, I
suppose as it’s a living animal.
However, sometimes support from others was not
there. Diane said, sometimes when I’m just having a bad
patch . . . people become then sort of become almost aggressive,
especially when I have to say Look, I’m sorry, no, I can’t come
to this or be part of that or do the other things. More often,
in a small town or country area, there was good
support—neighbours rallied around. Again, Diane dem-
onstrates this. A couple of months ago I got sick and had some
trouble breathing and they rushed me off to hospital in an
ambulance and my next-door neighbour collected my daughter
from school, and then the next day she had a stroke and she was
carted off to a different hospital in an ambulance, so one of my
neighbours looked after my daughter because my parents were in
New Zealand on holidays as these things always happen, so one
of their neighbours then was contacted by one of my neighbours to
say that I was in hospital so then my parents had organised for
them to feed their animals and look after their house and they
came round and sorted out my house and brought casseroles for
my daughter and came up and did my washing and all of those
sorts of things, and all of this sort of happened sort of via the
community grapevine really. And I mean you would never get
that in a city environment.
Support from health professionals though was often not
available in small rural towns as those that were there
were usually overworked and others just came for
‘locum’ periods or holiday relief. Brigid says, There’s no
place out here where you can go and sit and have a good yarn
about it (the pain experience) except to my GP, and he’s back
today. Yet even when they were available, the relationship
between the patient with chronic pain and the health
professional could be strained.
Dealing with health-care professionals
who do not understand
Sharing confidences with another person generally
increases intimacy and paradoxically produces a tension,
as we are giving another person access to our innermost
thoughts, which might alter the intimate relationship
negatively. Health-care professionals hold a privileged
position in our society in that they are trusted with private
information without reciprocating. Disclosing personal
information in a small town can be threatening to personal
integrity because there is often a very active and efficient
‘grapevine’, permitting everyone in town to soon know
an individual’s business if the person confided in is not
discreet. Brigid says the reason she could talk to a psy-
chologist was because she wasn’t living in this town and she was
helping me through a very bad time and of course being a
professional someone that—you know small towns? How word of
mouth gets around so quick. So I know it wasn’t going any further
than her.
Participants highlighted that trust can be eroded when
the health professional does not acknowledge the indi-
vidual’s involvement in their care plan. Brigid reveals this
deterioration in the relationship she had with the previous
GP in her town: Well, the one before Dr P. didn’t understand,
just didn’t know anything about this and wasn’t interested. He
just said straight out that wasn’t his line—he wasn’t going that
way. And he couldn’t understand, I suppose, the amount of pain.
He was forever telling me that ‘don’t do this, don’t do that’. In
his opinion I should have been just be sitting in my chair you
know, knitting the rest of my life away. This is especially
problematic in small rural towns as there is often only one
GP available. Many small town hospitals and clinics are
also serviced by locum doctors, or ‘fly-in-fly-out’ arrange-
ments, and agency nurses often staff the hospital and
surgery. Brigid says, They do a good job, but they are mostly
agency nurses—come for six weeks. We’ve only got—at present
we’ve only got two local people—two sisters.
Another facet of living in a small town was the necessity
to rely on an often overworked health-care professional.
Carl says, There is a doctor in town but—and he was a very
good doctor I started going to—but he, to me, was overworked
and I used to talk to him about a few things and he would do his
best. As a result, Carl now travels a couple of hours to my
Doctor on the coast who was the initial Doctor that stuck with
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me. People in small towns often must travel long distances to see
the GP of their choice.
DISCUSSION
Participants in this study described being silent about pain
with their significant others in order to protect themselves
and their loved ones from the fallout of the pain experi-
ence. Dickson and Kim also found this reticence in their
cohort of Korean–American women living with chronic
osteoarthritic pain.20 Blomqvist and Edberg interviewed
elderly folk who lived with chronic pain and found that
pain threatened these people’s self-image as independent
individuals.21 A large percentage of these people tried to
hide the pain with silence and a reluctance to complain.
They were unwilling to put the strain of their pain onto
their significant others. These qualitative studies support
the findings of the current study. Dewar and Lee found
that although the significant other was a valuable source of
support, bearing the condition was essentially up to the
individual, and this realization was instrumental in adjust-
ing to their circumstances.22 Participants in the current
study also indicated that hiding the condition and the
extent to which it impacted on their life was an effective
strategy that assisted them to live with the pain. Living in
a small rural town appears to have been of particular
benefit for some of the participants, as it provided them
with the opportunity to remove themselves from family
and other obligations and avoid contact with others when
desired, enabling them to hide their pain from others.
Relationships with others revealed by the participants
varied from firmly supportive through to apathetic or
even destructive. However, whether positive or negative,
each interaction described was the result of the person
living with chronic pain inserting themselves into the
human world and enlisting the help of other to accomplish
something.19 The rural community involvement and
concern was particularly important and not found in other
previous studies of people living with chronic pain.
Friends and neighbours helping when the person living
with chronic pain could not accomplish their chores or
offering a cheery word on the street were integral to
participants’ experiences of small town living.
Pets are part of many families and provide companion-
ship, unconditional love and a snuggle factor of touch and
warmth. The majority of the participants in the current
study found pets provided both support and comfort to
them. Strandmark substantiates the importance of pets to
some of her participants,23 as does the review by Halm.24
Johnson et al., although not a qualitative study, reported
an increased perception of well-being and improved
health by those who had had a series of pet therapy visits.25
Other studies reported positive results of research into
pet therapy, but no other qualitative studies on pets or
companion animals with people with chronic pain were
located.
The issue of relating to health-care professionals was a
significant problem raised by participants. They spoke
about the difficulty in establishing an effective interaction
with their health-care professional. Many personal, profes-
sional and situational factors contributed to the difficulties.
Often the GP was from a different culture and spoke
English as a second language. Discussions of the pain
problem were difficult, with accents sometimes getting in
the way when the GP was from another culture or country;
not surprising given that international medical graduates
are becoming the mainstay of the medical workforce in
regional and remote areas of Australia.26 Furthermore,
GPs who work in small country towns are often very busy
people, and devoting a lot of time to listen to someone who
is living with chronic pain takes time from other patients
who need attention (whose ills might be easier to deal with
and might result in a cure). As living with chronic pain is
known to limit a person’s social interactions and willing-
ness to explore opportunities and treatment options,27 this
might help explain the participants’ feelings that GPs were
unhelpful. Although participants were particularly asked
about any contact they had with nurses in their professional
capacity, all denied having any meaningful interactions
with nurses. This is unfortunate, as nurses have much to
offer people living with chronic pain, especially as they are
often the only health-care professional available to rural
residents. The rural nurse should be complementing and
supporting the work of the GP by undertaking these
roles.28 In fact, nurses who specialize in working in rural
areas might be better placed than doctors to manage people
with chronic pain in the future.
LIMITATIONS
This study was limited by a number of factors. The study
participants were drawn from rural towns within a small
geographic location. It is possible that others with chronic
pain residing in other rural areas might have different
stories to tell. Furthermore, the study attracted partici-
pants by various methods, and seven participants were
included in the final sample. It is possible that we missed
identifying or including rural people who might have
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experienced their life with chronic pain differently.
Sample size in phenomenological studies usually ranges
from six to 12 as the goal is depth of understanding of the
phenomenon.29 Furthermore, it is also usual practice to
cease data collection when redundancy is achieved, which
infers that no new thematic material is being heard in
interviews.16
CONCLUSION
Relationships are crucial to the well-being of people who
live with chronic pain. Health-care professionals must
understand the reticence of rural people with pain to
reveal the true extent of their condition and use their
assessment skills appropriately to improve the care and
outcomes for this challenged group. The lack of specialist
services and support in rural areas means people with
chronic illnesses and conditions such as chronic pain are
placed in vulnerable situations. Given the chronic health
workforce shortages experienced in rural areas, the deliv-
ery of adequate health services to rural people is jeopar-
dized. Nurses remain at the forefront of service delivery
in rural settings; hence, their role in regard to the man-
agement of people with chronic pain is very important.
However, nurses were conspicuous by their absence from
the conversations in this study. Although nurses are the
largest group of health-care professionals, the people in
this study reported few helpful contacts with nursing staff.
Many of the strategies for adequately managing and adapt-
ing to pain are educational—self-management, pacing,
knowledge of the condition and effective use of
analgesia—and nurses should have a significant role in this
education.30 Efforts to recruit more rural-based RNs to
undertake further studies, especially in pain management,
could offer people in rural Australia another avenue of
assistance in living with chronic pain.
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